TENSION HEADACHE
2. VASCULAR HEADACHE (the so-called migraine headache and all its related forms and degrees) .
During the past three decades , basic research has provided us with considerable understanding of the mechanism of production of headache. It is now known that there are only THREE SPECIFIC STRUC-TURES in and about the head that can produce pain-(l) stretching and distortion of certain of the extracranial and intracranial BLOOD VESSELS; (2) spasm and contraction of the SKELETAL MUSCLES about the head and neck (similar to a "Charley horse" any place else in the body); and (3) stretching, displacement or pressure upon certain of the CRANIAL and CERVICAL nerves. It makes no difference what the basic etiology or pathology is in, but these pathologic changes must bring about the above-described reactions in blood vessels, muscles or nerves in order to produce pain sensations.
species . These patients are subject to severe, recurrent, periodic, king-size headaches that slow them down, often make them lose work and incapacitate them in a number of ways. These severe headaches might be caused by serious organic disease such as hypertension, brain tumor, generalized infection, brain abscess or severe head injury. When this is the case, a patient who had previously been quite well will develop these symptoms along with other manifestations of the basic organic condition. It is usually quite easy to tell that these • Dr. Lester S. Blumenthal (Left) and Dr. Marvin Headache is such a common ailment that we rarely find anyone who never has a headache. Th e vast majority of people will feel headache when they are overtired -particularly, worried, upset or tense. Taking a coffee break, getting away from the job for a short period, downing a couple of aspirin or "bromos" will usually get them back to their job, headache free, in a short time. But, in addition, there are millions of Americans (estimated between 12 and 25 million) who seem to be of an entirely different breed or HYSTERIA in which a patient feels uncomfortable or pain in the head when there are no actual changes in the above-described physical structures. We can readily understand this type of phenomena if we recall that many soldiers who had lost an arm or a leg in the war continued to feel pain, numbness or an itch in a finger or toe that was no longer there. This so-called phantom sensation, or phantom limb is brought about by stored up memories of such sensations experienced before the loss of the limb.
All of us have experienced feelings of fright, palpitation, shortness of breath and anxiety when faced with sudden fears or challenges. In this way, the basic EMOTION of FEAR brings about definite physiologic reactions. In the same way, many patients will associate bodily feelings with changes in their MOOD levels. It is quite common for a person to react to a feeling of frustration, guilt, resentment or hostility by getting a headache. Indeed, many of these patients are not consciously aware of their emotional feelings at the time. In some manner, the SUBCON-SCIOUS takes over and expresses these mood feelings by making the patient feel a HEADACHE.
We can all readily recall a severely depressed patient sitting in the corner, mute, inattentive, refusing to respond in any way or to eat for days on end. We have no difficult in recognizing that this patient is severely depressed. Many such patients will also have physical discomfort. When these discomforts accompany the obvious depression, it is still easy to understand that it is part and parcel of the depression. Now when we take this several steps farther, many patients are seen with physical complaints such as headache, who are not obviously depressed or otherwise emotionally disturbed. If we bear in mind that this could be part of a depression, then careful watching and questioning can often bring out other features of depression. However, the patient does not tell you he is depressed. He may not be slowed down and usually does not cry. In such instances, the headache, in our Mnrrh. lQfi2 opinion, is a SYMBOLIC expression of his masked depression. All of this discussion is intended to serve as a broad base for understanding the individual patient with headache no matter what the basic physical or emotional cause might prove to be.
Recent Chemical Physiology
In addition to delineating the above-described blood vessels, muscles and nerves that react to cause headache, more recent research has disclosed abnormalities in enzyme neuro and psychophysiology in various disease states including headache. In fact, developments are taking place so rapidly that it is impossible to keep up with all the information and the increasing number of new drugs and drug combinations resulting therefrom.
The Nurse And The Patient
We can best understand, integrate and use this information by raising our sights in order to view and understand the headache patient as a complete, integrated, complex personality. His background, heredity, environment and present life situation must constantly be borne in mind.
What can the industrial nurse do for the patient with headache? How much responsibility can she take? When should she refer the patient to his physician? And yes, when does the situation represent an emergency matter requiring immediate medical attention? We have often questioned, examined and re-examined a patient for days or weeks before coming to a definite diagnosis of his headache. It, therefore, is impossible to state in a few words how the nurse can handle every situation. But the following points will make it easier for her to come closer and closer toward that goal.
The Ordinary Headache
In an office, plant or factory, the nurse soon gets to know the personnel and workers. A few simple questions will enable her to realize that fatigue, lack of sleep, tension or worry is the cause of most simple headaches and she can confidently prescribe aspirin or other salicylate compounds containing aspirin, caffeine and phenacetin (APC-type tablets) for these mild attacks. Rest in a quiet room-perhaps a coke, cup of coffee, glass of tea with a small snack will get the patient back on his feet in short order. Another common finding is feeling of nervousness, weakness, dizziness and headache between meals or when it's time to eat again. Many active people will have a relatively LOW BLOOD SUGAR several hours after eating. The usual pickup of coke or coffee with a doughnut or something sweet is of short-term benefit. These foods serve to stimulate the pancreas, producing excess insulin which quickly brings the blood sugar level to below normal range. Careful questioning will give us the clue to this condition (hyperinsulinism or hypoglycemia) . Abstinence from coffee or other caffeine and concentrated sweets and substitution of frequent small protein feedings (milk, skim milk, junket, jello, cheese, meat, nuts, cheese crackers or peanut butter crackers) will serve to maintain a normal blood sugar level. This is so because protein is gradually converted into sugar in the body.
Recognizing The Emergency
Many patients will know that they are subject to premenstrual headache, migraine attacks, severe tension headache, or other such spells at periodic intervals. If this has been going on for many months or years and the present attack is no different than the former ones we can be reassured that there is slight possibility of a serious organic condition. If, however, the patient states that this attack is different from any other he has had, then we should be on the lookout for a more serious condition. Many migraine patients ultimately prove to have abnormalities of certain cerebral blood vessels. At times an actual aneurysm in one of these blood vessels can stretch or leak and cause new symptoms. Such a patient should be kept at rest, propped up in bed, with an ice bag applied to the back of the neck or head until a doctor can arrive. An occasional headache patient will also have epilepsy and may become unsteady or experience a generalized convulsion. The usual precautions of placing him in a soft chair or on a bed, loosening his collar and belt and using padded tongue blades to prevent biting his tongue, are indicated.
Head injuries may produce obvious immediate damage, but at times symptoms may develop one or two weeks following such an injury. Head injury producing leakage or rupture of the middle meningeal artery can cause gradually increasing accumulation of blood subdurally. As this expands, and presses on adjacent nerve and brain tissues, symptoms develop. For this reason, any patient with cerebral symptoms of headache, vertigo, lethargy, somnolence and any combination of neurologic or mental symptoms should be questioned thoroughly as to previous head injury. Medical diagnosis of such a subdural hematoma is most rewarding as proper removal of the blood accumulation can be life-saving.
Other considerations requiring immediate medical attention are--(l) headache associated with obvious infection of the sinuses or ears not responding to simple analgesia or to the use of decongestant nose drops. Such patient may develop venous thrombosis or abscess; (2) any headache patient with obvious neurologic signs of tremor, stiff neck, numbness or paralysis, double vision, vertigo or nausea and vomiting, not usually associated with his headache attacks, should have immediate medical attention; (3) extreme elevation of blood pressure.
The Overall Handling Of The Patient
A patient in pain or any other trouble is, indeed, looking and crying for help, just as a baby runs to its mother or father when ill or disturbed. Treatment of a headache patient begins when that patient first hears about or first decides to consult a particular doctor. When the patient reports to the nurse's office at any industrial plant or office he brings the same feelings, expectations and hopes to the nurse as he would to the doctor. He, therefore, looks forward to the visit with anticipation, anxiety, wonder and hope. Bear in mind that he brings a body, mind and nervous system, numerous habits, conflicts and reactions, molded, scarred, bent and conditioned by the weight of his past and present life's situation. A thorough history, taken with interest and gentle concern for the patient, serves to relax him. He soon opens up and pours out his story like a flood. He has been waiting long, if impatiently, for someone to listen. Follow this up with examination for the serious organic conditions described above and the patient will be reassured of your interest in him.
If he hasn't already been thoroughly examined by his physician, repeated recurrent attacks of headache should lead the physician to follow up his complete history with physical, neurologic, laboratory and roentgenographic examinations sufficiently extensive to convince not only the PA-TIENT, but the PHYSICIAN, that no stone is left unturned and that no serious organic brain disease is present.
At the completion of this thorough evaluation, lengthy and detailed discussions and explanations are had with the patient. Techniques and agents are prescribed to allow the patient to cope with and CONTROL THE ACUTE headache ATTACK. We provide our patients with medication as described below that he can take himself or be administered by the nurse at work. We always write a note or a letter to the nurse with specific :instructions as to what medication should be given, method and administration, frequency of administration, what side effects or complications to look for and where to get in touch with us, if necessary. In addition to this description of what to do if and when an attack occurs, adequate discussion, direction, changes in habits, psychotherapy and medication are used as indicated in an effort to help PREVENT the attacks from recurring.
Treatment Of Headache A.ttack-Muscular And Supporting Structures
It is not necessary to pigeonhole or pin an exact diagnosis on the patient's headache. Complete understanding of the pathophysiology involved is sufficient. When there are elements of anxiety, apprehension and tension, associated with spasm and contraction of the muscles about the head and neck, simple sedation, analgesia, rest, physical therapy and muscle relaxation techniques are prescribed. 1 -2 Approximately 80% of post-traumatic headache patients reo ported good or excellent response to the newer muscular relaxant drugs. 75% of head and neck pains secondary to arthritis of the cervical spine responded favorably whereas 67% of those cases of tension headache not related to injury or cervical arthritis were benefited. Those patients whose head and neck pains were primarily on a vascular basis uniformly preferred other medication to the muscle relaxants.
Many occupations result in extraordinary stress and strain to the muscles, ligaments and boney surfaces at the back of the head and neck. This is true in automobile mechanics, telephone operators, stenographers and other desk workers who must maintain the same position most of the day. In addition to this, many injuries and accidents such as an automobile accident in which the passen· ger or driver has his head violently thrust to and fro and sideways upon his neck, result in stretching and actual tearing of certain muscles and ligaments about the head and neck. When a definite history of injury or accident is obtained, adequate examination can reveal the presence of instability about the head and neck resulting from the stretched or torn ligaments.
At times SPECIFIC NODULES or tender areas can be palpated over the posterior occipital area and upper cervical areas. I N J E C T ION of ANESTHETIC AGENTS into these areas often is of temporary relief. Wearing a special plastic neck collar while under unusual positions or strains often protects these areas. Physical therapy, including heat, massage and gentle neck traction may be indicated.
In addition to symptoms at the back of the neck, many of these cases also have headache, pain in the eye or other areas of the head or face, vertigo or other symptoms about the head, neck or shoulder region. Certain selected cases have responded quite well to special PROLIFERATING injections inserted into the ligaments at the point of insertion to the base of the skull or to the spinous and transverse processes of the cervical vertebra. The net effect of these injections is to shorten the stretched or torn ligaments and to strengthen the attachment of these ligaments to the boney surfaces involved. This provides the patient with better support of the head upon the neck and often relieves many, if not all, of the symptoms experienced in the eyes, head, face, neck and shoulder.
The Blood Vessels And Headache
Those headaches of primary vascular origin, whether classified as migraine, atypical migraine, cl uster headache, Horton's histaminic cephalalgia, or other atypical forms of head or face discomfort, respond best to ergotamine tartrate, its derivatives and compounds. These are now available in every conceivable dosage form: tablets.f suppositories," rectal solutions, injectibles," micronized suspension for inhalation administration,... dichloralphenazone, 100 mg. Preliminary reports indicate that this does act as a mild vasoconstricting agent in vascular headache. Serotonin antagonists (to be discussed below under prophylaxis) at times will help to abort an incipient or full-blown attack.
Hypnosis
In view of the mounting publicity concerning the use of hypnosis, this should also be discussed. Every physician practices a form of hypnosis, even though he might be unaware that he is doing so. The bedside manner, the reassuring handclasp, pat on the shoulder and soft sympathetic understanding voice, convey the suggestion of reassurance and relief to the patient. This is so, mainly because the patient wants it to be so. In a more direct manner, hypnosis can be applied by means of mild trance induction, after which suggestions are repeated to the patient that the muscles about the head are relaxing and becoming softer, and as the patient then relaxes more and more, the violent, throbbing and rushing of the blood through the head will gradually diminish, as the tension and the pressure in the body recedes. As the patient feels the blood receding from the head, the throbbing and stretching of the blood vessels will cease and the headache will be gone. Success of this technique depends more on the PHYSICIAN-PATIENT RELATIONSHIP and CONFIDENCE than on any actual technique utilized. Certain patients are able to learn the technique of auto-hypnosis, in which they are able to relax the tissues in and about the head along with general relaxation, when they feel a headache is imminent.
Prevention OJ Headache
Psychotherapy, including reassurance, direction, sympathy and analysis of the basic causes of conflicts have been the mainstay of treatment to prevent headache. Here, again, in certain individuals hypnotism techniques, including hypnoanalysis, can be of benefit. From my experience, however, this can only succeed in the presence of an excellent patient-physician relationship, and after much effort and time on the part of both the physician and the patient. Information gathered from enzyme and neurochemical studies has provided us with an increasing number of pharmaceutical preparations useful in prevention of headache.
Tranquilizers, sedatives and analgesics continue to be useful to control anxiety and tension. When used in conjunction with psychotherapy these agents allow the patient to figuratively separate himself from the abnormal reactions of his body. The resultant freedom from stress enables him to see his problems and conflicts in better perspective and to handle them more readily. Studies conducted on such preparations in our clinic during recent years include Meprobamate," Plexonal, Fiorinal," Mellaril and Librium.
Muscle Relaxation has been described above. In general, Meprobamate and related preparations are excellent muscle relaxant drugs. We u sua II y prescribe Carisoprodol (SOMA) where there is an element of anxiety, tension or insomnia, as drowsiness is a common reaction in many patients. Most patients are able to tolerate 1 tablet (350 mg.) three times a day and 2 tablets at bedtime to prevent skeletal muscle spasm, which is a common feature in tension, post traumatic (whip-lash lesion) and cervical arthritis headaches. Orphenadrine citrate (Norflex) is prescribed at the maintenance dose of 100 mg. in the morning and the afternoon. Many patients report an exhilatory or excitatory effect from this preparation. It, therefore, is of benefit in the tired, sleepy, depressed patient. It usually is unwise to take this after dinner. In conjunction with these agents, we often recommend heat, massage, neck traction, change in posture while driving, sitting or at work (for example telephone operators) and the use of a special contour pillow at nights.
Ergotamine Tartrate and its derivatives, while usually thought of as useful for the headache attack itself, can be safely used for prevention, as long as the total amount of ergot per week is below 12 to 15 mg.
In fact, many patients with continuous and chronic vascular headache, or frequently recurring nocturnal cluster (Horton's histaminic cephalalgia) headache, are unable to prevent these recurrences without the prophylactic use of bedtime ergotamine compounds.S Several of the newer combinations can be taken at bedtime in tablet or suppository form. One of these now being evaluated is preferred by many patients over those previously available.* Many of our patients with hypertension or even coronary disease, have safely taken such preparations every night for years." When their record is compared to previous therapy, it is often found that preparations taken this way at bedtime help to materially reduce the total amount of ergot required per week. Many of these patients formerly would awaken every morning with severe congestive headache, requiring heavy sedation, narcotics and large amounts of ergot to even get started in the morning. Other factors of importance in prevention of nocturnal or morning headache" are to sleep with the head of the bed elevated 6 to 8 inches higher than the feet, to follow a low salt diet and to keep the bowels open. Stress of straining during a constipated bowel movement often increases tension in the cerebral blood vessels. Where there is an element of fluid retention or overt edema, diuretics are indicated. We now are evaluating hydroflumethiazide (Saluron) ** alone and in combination with phenoltoloxamine for this purpose. Premenstrual tension, accompanied or followed by headache, with or without gain in weight, has responded quite satisfactorily to this latter combination.
Horton's histaminic cephalalgia continues to incapacitate many patients. When all of the above fails to prevent nocturnal recurrences, injections of gynergen or dihydroergotamine at bedtime can usually be safely administered, even for years on end.
Serotonin seems to play an important role in many psychiatric and vascular disorders. While we cannot prove that serotonin release or excess causes vascular headache, several new serotonin antagonists are proving of great benefit in control of vascular head pain. So far, cluster headache has responded best, but many patients with migraine or other atypical forms of vascular headache are also improving.
1-Methyllysergic Acid Butanolamide (UML-491), Methysergide, Deseril", a lysergic acid derivative is the strongest antiserotinin preparation available. This is made from the same molecule as LSD-25, but has no psychomimetic action. It also is a derivative of ergotamine, but has proved to have far less, if any, vasoconstrictive or uterotonic action." Sicuteri" was the first to report its clinical action. Craham," Friedman and Losin" and Dalessio, Camp, Goodell and Wolff 17 have recently reported their observations on the use of UML-491, including reports of several severe, untoward reactions. Our evaluation of this drug has, in . general, agreed with these reports. An occasional patient reports nausea or painful drawing and spasm of the arms and legs, but most are able to tolerate 2 mg. three to five times daily without toxicity. We now have a prolonged acting tablet containing 4 mgms. UML-491 so that the patient usually needs only one of these every 12 hours. When successful, the patient reports freedom from headache, a general feeling of well-being and that his head feels clear as if a cloud has lifted.
Cyproheptadine (Periactin) * is now being investigated in our laboratory because of its known antiserotonin effect. Our results in general seem to be less than with UML-491, but a number of patients unable to take UML-491 or unresponsive to it, are now responding to the Cyproheptadine. On several occasions pa- tients have responded better to a combination of UML-491 and Cyproheptadine than with either alone. We have had no reports of spasm or other difficulty of the arms or legs with Cyproheptadine.
Vasodilitation continues to be useful. Many patients, formerly requiring intravenous or multiple subcutaneous injections of graduated doses of histamine are now maintaining their vascular equilibrium with oral doses of nicotinic acid or combinations of nicotinic acid (p-chlorobenzyl-hydrl-4-m-methylbenzylipiperazine dihydrochloride, 'Antivert'}." We still are at a loss to explain the action of vasodilation in prevention of headache. In spite of conflicting reports by others, histamine injections continue to be of benefit in cluster headache. At times patients require small amounts subcutaneously every eight hours.
Because of its vasodilating action elsewhere in the body, isoxsuprine (Vasodilan) * is now being evaluated for prevention of headache. It is too early to submit a report at this time.
Depression And Monoamine Oxidase Inhibitors
1£ we wait for each depressed patient to complain of fatigue, and despondency, and to sit in the corner and cry all day, we shall indeed miss many opportunities. in patients treated with iproniazid led to its use as an antidepressant (Marsilid). Later studies showed that it exerted this action by inhibition of monoamine oxidase, which is concerned ldestruction) with the metabolism of our friend, serotonin. Newer, less toxic compounds are now on the market. We have recently completed evaluation of phenelzine dihydrogen sulfate (Nardil) * in a series of 119 patients. The general level of improvement did not exceed the placebo effect. Those, however, whose symptoms were accompanied by, or impressed us as being representative of depression, reported better results. In spite of these statistics, 39 patients preferred this medication to any previous form of therapy and have elected to remain on the maintenance dose.
At the present time, we are evaluating etryptamine acetate (Monase ) * * an indol derivative related to tryptamine and serotonin, an active monoamine oxidase inhibitor, which is marketed for treatment of depression and other psychiatric disorders.
Our results so far indicate that a small but definite number of patients with chronic headache are obtaining considerable relief.
Other specific or adjunctive agents occasionally of benefit are endocrine preparations, steroids, vitamins Bl, B12, B complex and C, ephedrine, antihistaminics, antihypertensives and even anticoagulants.
Summary And Conclusions
Enzyme and neurochemistry are providing us with a completely new dimension for investigation, understanding and therapy of headache. With this new understanding, our evaluation of each patient can be more objective. The ever-increasing numbers of new drugs and combinations allow us to modify the pathophysiology of headache at many different sites of activity. the patient now abort or handle most acute attacks of headache himself, but he is able to reduce the number and severity of attacks and often to avoid them completely. This allows the headache patient to control the problem himself and avoid living with the constant fear that an attack might overwhelm and incapacitate him at any time. Our horizons have indeed been broadened.
The industrial nurse in any office, plant or factory must deal with all types of emergencies. Acute headache attacks have proved to be one of the most common of these emergencies. Each patient reporting with BIBLIOGRAPHY
